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The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of  an complaint investigation  conducted 

between 12/30/10 and 1/24/11.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.

The facility is licensed for 30 Residential Facility 

for Group beds for elderly and disabled persons, 

Category II residents.  One resident file was 

reviewed and no employee files were reviewed.  

Complaint #NV00027260 - The allegation 

regarding quality of resident care was not 

substantiated through document review, clinical 

record review and interviews with family 

members and facility staff.  

Interviews were conducted with the resident's son 

and the resident's daughter, facility administrator, 

facility caregiver and resident care coordinator.    

An extensive review of hospital records, physician 

records, nursing agency records and the facility's 

files was conducted. 

Resident #1 was 85 years old.  The resident 

experienced a decline in health and overall 

functioning following admission to the facility.  

During this same period of time the resident 

began seeing a new physician and medication 

changes were ordered, including replacing insulin 

injections with oral medication.  Interviews and 
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record review did not provide evidence that the 

facility provided inadequate care to the resident.    

No further action is necessary.  Please retain a 

copy for your records.
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